Skin reactions have been reported with various antipsychotic drugs in scientific literature. It is important that clinicians be watchful of skin reactions in the elderly with antipsychotic medication, which can be an uncommon occurrence. It has been documented that the elderly are more prone to skin reactions with various forms of medication. We herewith report a case of skin reaction with risperidone in an elderly female patient. This is an open access journal, and articles are distributed under the terms of the Creative Commons Attribution-NonCommercial-ShareAlike 4.0 License, which allows others to remix, tweak, and build upon the work non-commercially, as long as appropriate credit is given and the new creations are licensed under the identical terms.
INTRODUCTION
Psychotropic drugs such as atypical antipsychotics have been used widely in the elderly in the management of late-onset schizophrenia and behavioral issues related to dementia. [1] It is prudent that when antipsychotics are used in the elderly, the dose should be low and one must monitor stringently for side effects. [2] It is well known that skin reactions with various psychotropic drugs show a higher prevalence in the elderly. [3] Risperidone has been used in the elderly in the management of late-onset schizophrenia [4] and agitation and behavioral symptoms of dementia. [5] Risperidone has been reported to cause drug rashes and cutaneous eruptions, which can be generalized cutaneous rashes, urticaria, and even more severe lesions such as angioedema, acute exanthematous lesions, toxic epidermal necrolysis, and Steven-Johnsons syndrome, which may need emergency medical attention. [6, 7] We report herewith a case of a 64-year-old female patient who developed skin reactions with risperidone.
CASE REPORT
A 64-year-old married Hindi-speaking Muslim homemaker, educated up to the 5 th standard in an Urdu medium school, presented to our outpatient department with complaints of low mood, disturbed sleep, inability to speak for 2-3 h a day, and multiple somatic complaints for the past 1 year. She was apparently alright a year back, when she was diagnosed as having multidrug-resistant tuberculosis (MDR-TB) and was started on Category II anti-Koch's treatment for 1 year which she complied with and completed properly. This treatment was completed 3 months before visiting the psychiatry department for the first time. According to her spouse, after the diagnosis of MDR-TB, she started having low mood most of the day, showed a decreased interest in routine household activities, had easy fatigue, and needed rest many times a day between household chores. She had increased irritability even when the spouse just spoke to her and preferred to sit alone, had crying spells, had decreased appetite, and underwent a weight loss of 8-10 kg. She also had disturbed sleep at night, while she had a rumination of thoughts about her illness and her future. She sometimes had death wishes which were passive in nature.
She sometimes complained of an inability to speak; though she wanted to speak, she was not able to speak. This lasted for 2-3 h a day after which she would be completely alright. These episodes of difficulty in speaking would occur 10-20 times a week. She had complaints of breathlessness on walking for some distance, knee pain, tingling, and numbness in legs; jaw pain, sweating and heat intolerance, and continuous light headache. She also had complaints of 3-4 episodes of clenching of her teeth, deviation of mouth and tongue, up-rolling of eyeballs, and tightening of the limbs. There was no history of head injury, tongue bite, urine or stool incontinence, loss of consciousness, and frothing from the mouth. There was no history of other psychiatric complaints, head injury, or epilepsy. On clinical evaluation, these were diagnosed as conversion episodes due to the stress that the patient was undergoing. There was no history of cognitive decline on clinical evaluation/mental status examination -no formal testing was done.
On mental status examination, the patient conveyed mood as being sad and expressed ideas of hopelessness, worthlessness, and passive death wishes. She was diagnosed as major depressive disorder with moderate severity and was started on oral desvenlafaxine 50 mg twice a day and clonazepam 0.5 mg at night. All her routine blood investigations were within normal limits. Electroencephalography and neuroimaging studies in the form of magnetic resonance imaging did not reveal any abnormality. After a week on follow-up, she reported improvement in depressive features but increased aggression and agitation toward her family members. There were no symptoms to suggest a mood switch or mania/hypomania. In view of aggression, she was started on oral risperidone 1 mg at night and clonazepam was increased to 1 mg. Poststarting this dosage, within 72 h, she presented with complaints of maculopapular rashes all over the body and itching over rashes along with stiffness of wrist and fingers. Injectable promethazine 50 mg was given immediately for stiffness of limbs which relieved her completely.
A dermatology opinion was taken; she was diagnosed as drug-induced reaction secondary to risperidone as there was temporal relationship of rashes over body and risperidone. She was prescribed prednisolone 20 mg once a day for 5 days and cetirizine 10 mg at night which led to subsiding of the rashes. She was then continued on desvenlafaxine and clonazepam. She was requested regarding restarting risperidone at a lower dose and observing, but she and her spouse refused considering the skin rash that occurred. A Naranjo algorithm scale was applied and a score of +4 was obtained that did indicate a relationship between risperidone and the skin rash. The patient consented for the case report to be published but refused to be photographed for the rash as she had an old tattoo on her hand which would serve as a means for people to recognize her.
DISCUSSION
The patient in our case developed a mild drug-induced rash that subsided easily with treatment. The patient refused a re-challenge with the drug, and we could not corroboratively confirm the evidence. Skin rashes with risperidone have been previously reported in literature and have been seen to be more frequent in the elderly. [8] Clinicians need to be vigilant about drug-induced rashes in the elderly when on antipsychotics. In our case, luckily, the patient did not have any other concomitant drugs that may have caused or aggravated the existing skin reaction. We also acknowledge that both desvenlafaxine [9] and clonazepam [10] may cause skin rashes, but the temporal relationship between the drug rash and initiation of risperidone made us rule in favor of a risperidone skin rash. The prevalence of dermatologic disorders in patients receiving psychotropic medications was 8.4% in a study where 50% of those who developed dermatologic symptoms had their first treatment with psychotropic medicines. These reactions were seen more often in patients receiving more than two psychotropic medications than those in monotherapy. [11] A multicenter drug safety surveillance study revealed that about 0.1% of cases had clinically relevant cutaneous adverse reactions related to a single psychotropic medication, of which 3.3% were life-threatening. These reactions were significantly less often with new generations of antidepressants (such as selective serotonin reuptake inhibitors(SSRIs) and dual-mechanism or other second-generation antidepressants) than with classical types of antidepressants (such as tricyclic and tetracyclic antidepressants). Atypical antipsychotics had the lowest rates of dermatologic side effects in this study. [12] Multiple drug use and drug-drug interactions between medical and psychotropic drugs may cause skin reactions in the elderly, [13, 14] and one must be aware of the same when treating the elderly with atypical antipsychotics. It is best that medication be started at a low dose and gradual slow increments be done based on symptomatic improvement.
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